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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** The facility 
identified a census of 35. The sample included five residents, with three residents reviewed for pressure 
ulcers (localized injury to the skin and/or underlying tissue usually over a bony prominence, as a result of 
pressure, or pressure in combination with shear and/or friction). Based on observations, record review, and 
interviews, the facility failed to follow physician orders to implement preventative wound interventions for 
Resident (R) 1. On 06/09/25, Consultant GG assessed R1 for a left heel ulcer, ordered suspension boots, 
and directed staff to clean the wound daily. Staff were to call the provider if the resident's left heel ulcer 
opened. The facility failed to input the order for suspension boots into R1's Electronic Medical Record (EMR) 
and further failed to implement the order or apply boots to R1's left heel. A wound assessment on 06/18/25 
revealed the resident's left heel wound had opened up, and R1's EMR lacked evidence the facility had 
notified the resident's physician. The facility's failure to implement physician-ordered interventions to prevent 
worsening of R1's left heel wound resulted in a decline in the status of the wound, development of an 
additional wound, and R1 requiring the use of a wound vac (treatment method that uses suction to promote 
healing in complex wounds).Findings included:- R1's EMR documented diagnoses of diastolic congestive 
heart failure (CHF- a condition with low heart output and the body becomes congested with fluid), pressure 
ulcer of the left heel, diabetes mellitus (DM- when the body cannot use glucose, not enough insulin is made, 
or the body cannot respond to the insulin), and dementia (a progressive mental disorder characterized by 
failing memory and confusion) with agitation.The Quarterly Minimum Data Set (MDS) dated 06/13/25, 
documented R1 had a Brief Interview for Mental Status (BIMS) score of 12, which indicated moderate 
cognitive impairment. R1 had impairment on one side of the lower extremities. R1 was independent rolling 
left and right. R1 required partial/moderate assistance for sitting up in bed. R1 had one deep tissue injury 
(DTI- purple or maroon localized area of discolored intact skin or blood�filled blister due to damage of 
underlying soft tissue from pressure and/or shear) and open lesions other than ulcers, rashes, or cuts. The 
MDS documented R1 did not have a pressure-reducing device for chair, a pressure-reducing device for bed, 
was not on a turning/repositioning program, had no nutrition or hydration interventions to manage skin 
problems, pressure ulcer/injury care, surgical wound care, and required no application of 
ointments/medications other than to the feet. The MDS documented R1 required application of nonsurgical 
dressings to areas of the body other than to the feet and application of dressings to the feet.The Significant 
Change MDS dated 09/05/25, documented R1 had a BIMS score of five, which indicated severe cognitive 
impairment. R1 had impairment on one side of the lower extremities. R1 required supervision or touching 
assistance with rolling left and right. R1 had one stage one pressure injury (area which appears reddened, 
does not blanche, and may be painful but is not open) and one unstageable (depth of the wound is unknown 
due to the wound bed being covered by a thick layer of other tissue and pus) with slough (dead tissue, 
usually cream or yellow in color) and/or eschar (dead tissue) pressure ulcer. R1 had other open lesions on 
the foot. The MDS documented R1did not have a pressure-relieving device for the chair, a pressure-relieving 
device for bed, was not on a turning/repositioning program, lacked any nutrition or hydration intervention to 
manage skin problems, surgical wound care, and application of nonsurgical dressings other than to feet. The 
MDS documented R1 required application of ointments/medications to areas of the body other than to the 
feet, and application of dressings to the feet (with or without topical medications).The Functional Abilities 
CAA dated 09/05/25, documented R1 experienced a decline in activities of daily living (ADL) function.The 
Pressure Ulcer/Injury CAA dated 09/05/25, documented staff assessed the location, size, stage, presence of 
drainage, presence of odors, condition of skin, and if eschar or slough was present to the resident's wound.
R1's Care Plan dated 09/26/24, documented R1 was at risk for skin issues related to incontinence, impaired 
mobility, and DM.The Care Plan documented interventions, dated 09/26/24, that directed staff to follow 
facility protocols for treatment of injuries. The plan directed staff to identify and document potential causal 
factors of wounds and eliminate/resolve those factors where possible. The plan revealed staff would 
monitor/document location, size, and treatment of skin injuries and reported abnormalities, failure to heal, 
and signs/symptoms of infection to the resident's doctor.The Care Plan documented an intervention, dated 
10/06/24 that was revised on 02/04/25, that directed staff to know R1 had a pressure-reducing mattress and 
he required substantial assistance from staff for turning/repositioning. The plan documented an intervention, 
dated 01/02/25 and revised on 02/04/25, that directed R1 had a cushion in his wheelchair, and he was able 
to offload while in his chair.The Care Plan documented an intervention, dated 08/15/25, noting R1 had an 
unstageable wound to his left heel, and hospice provided wound care orders.The resident's care plan failed 
to address the physician's order for heel protectors and/or interventions related to the resident's left heel 
wound identified on 05/28/25.R1's EMR revealed the following:On 05/28/25, a Skin and Wound assessment 
documented R1 had a DTI to his left heel that was 12 hours old and measured 0 centimeters (cm) by 0 cm.
R1's EMR lacked evidence the facility notified Consultant GG of the DTI identified on 05/28/25.R1's EMR 
lacked evidence of any treatment to R1's left heel from 05/28/25 to 06/05/25.The Physician's Order dated 
06/05/25 and discontinued on 06/09/25, directed staff to cleanse a wound to the resident's left heel with 
wound cleanser and pat dry. Staff would clean around (peri) the wound with skin prep (a solution when 
applied that forms a protective waterproof barrier on the skin) and apply a nickel thick amount of Santyl (a 
sterile enzymatic debriding ointment) to wound bed, cover with adhesive foam dressing, and float heels as 
tolerated. The order further directed staff to change R1's wound dressing daily and as needed (PRN).A 
Doctor's Progress Note dated 06/09/25 documented Consultant GG saw R1 for a left heel ulcer and noted 
black eschar tissue on the left heel. Consultant GG diagnosed R1 with a left heel decubitus (pressure) ulcer. 
Consultant GG ordered suspension boots, laboratory tests, and wound care orders to clean the pressure 
ulcer with betadine daily and call the provider if the area opened.A Health Status Note dated 06/09/25 at 
07:24 AM, documented Consultant GG saw R1 and gave new orders to apply betadine to R1's left heel daily 
and to call the provider if the wound opened. The provider ordered laboratory tests for the next lab day. The 
note did not address the suspension boots ordered.R1's EMR lacked evidence staff placed the physician's 
order for suspension boots in R1's EMR and on the Treatment Administration Record (TAR) for staff to follow.
R1's clinical record lacked evidence the facility implemented the suspension boots for R1 as ordered on 
06/09/25.An order with a start date of 06/10/25 and discontinued date of 07/02/25 revealed staff were to 
apply betadine daily to the resident's left heel wound and to call R1's primary care provider if it opened.On 
06/11/25, a Skin and Wound assessment documented R1 had a DTI to his left heel that was 14 days old and 
measured five cm by 3.92 cm.On 06/18/25, a Skin and Wound assessment documented R1 had an 
unstageable left heel pressure wound that was 21 days old and measured 4.83 cm by 4.36 cm.R1's EMR 
lacked evidence the facility notified Consultant GG of the change in condition of R1's left heel wound.On 
06/25/25, a Skin and Wound assessment documented R1 had an unstageable pressure wound, with an 
onset date of 05/28/25, to his left heel that measured 3.9 cm by 3.85 cm. R1's EMR lacked evidence the 
facility notified Consultant GG of the change in condition of R1's left heel wound.On 07/02/25, a Skin and 
Wound assessment documented R1 had an unstageable pressure wound, with an onset date of 05/28/25, to 
his left heel. The assessment lacked measurements.A Physician's Order with a start date of 07/03/25 and 
discontinued date of 08/04/25, directed staff to clean the resident's heel with wound cleanser, clean stable 
surrounding tissue with skin prep, apply Santyl to the wound bed, and cover with silicone adhesive foam 
dressing every day.On 07/10/25, a Skin and Wound assessment documented R1 had an unstageable 
pressure wound, with an onset date of 05/28/25, to his left heel that measured 4.07 cm by 3.86 cm (an 
increase in size).On 07/16/25, a Skin and Wound assessment documented R1 had an unstageable pressure 
wound, with an onset date of 05/28/25, to his left heel that measured 3.97 cm by 2.97 cm.An Orders- 
Administration Note on 07/20/25 at 07:33 AM, documented the left heel was foul-smelling and produced 
brown drainage on the previous dressing. R1 verbalized pain.A Health Status Note on 07/21/25 at 07:00 AM, 
documented Consultant GG saw R1 and wrote new orders for a contract wound care company to evaluate 
and treat the resident's wounds.A Nutrition/Dietary Note on 07/21/25 at 03:49 PM, documented R1 had a 
stage two (partial-thickness skin loss into but no deeper than the dermis, including intact or ruptured blisters) 
pressure wound with treatment in place. R1's wound improved, and he continued on a regular diet.On 
07/23/25, a Skin and Wound assessment documented R1 had an unstageable pressure wound, with an 
onset date of 05/28/25, to his left heel. The assessment lacked measurements.A N Adv (Nursing 
Advantage)- Skin Check note on 07/23/25 at 01:07 PM, documented R1 had a left heel pressure wound that 
measured 4.4 cm by 3.1 cm.A N Adv- Skin Check note on 07/27/25 at 09:01 AM, documented R1 had a 
stage two left heel pressure wound with orders in place. The note lacked measurements of the wound.A N 
Adv- Skin Check note on 07/30/25 at 03:05 PM, documented R1 had an unstageable left heel pressure ulcer 
that measured 4.1 cm by 2.9 cm.R1's clinical record lacked evidence the facility had notified or attempted to 
notify R1's representative of his left heel wound prior to 08/02/25.A Communication- with Family/NOK (Next 
of Kin)/POA (Power of Attorney) note on 08/02/25 at 02:03 PM, documented Administrative Nurse D 
attempted to call R1's POA to notify them of R1's change of wound status. Administrative Nurse D left a 
message after calling twice. She attempted to call R1's second point of contact with no answer as well.A 
Health Status Note on 08/03/25 at 01:46 AM, documented the nurse assisted the Certified Nurse Aide (CNA) 
with R1's bed change and observed white bugs crawling under R1's elevated left foot. R1 was not wearing 
heel protectors. The CNA lifted R1's leg slightly off the pillow so the nurse could view the dressing. R1's 
silicone dressing was not intact, and there were white bugs crawling out from under the section that was 
detached. The wound was not a new wound, but that was a change in wound status. The nurse notified 
Administrative Staff A and Administrative Nurse D at approximately 12:12 AM and administered PRN pain 
medication per R1's request at 12:15 AM. The nurse notified Consultant GG at 01:20 AM and received 
orders to clean with wound cleanser, apply Medihoney, then a wet-to-dry dressing. Consultant GG would 
evaluate for a wound vac on Monday morning when in the facility.A Health Status Note on 08/03/25 at 10:19 
PM, documented the nurse changed R1's dressing per Consultant GG's orders and administered PRN pain 
medication. The nurse documented there was nothing moving at that time, and there was an odor present.A 
Doctor's Progress Note on 08/04/25 documented Consultant GG saw R1 for maggots in his stage four (a 
deep pressure wound that reaches the muscles, ligaments, or even bone) left heel wound. The plan of care 
included an order for wound care plus, an order for 125 millimeters of mercury (mmHg) continuous wound 
vac, an order for wet-to-wet (wound care technique where a moist gauze dressing is applied to a wound, 
allowing it to dry over time), with Medihoney (medical-grade honey used to aid wound healing) until wound 
vac started, an order for a low air-loss mattress, and a recommendation for hospice if he qualified.An order 
with a start date of 08/05/25 and a discontinued date of 08/08/25 directed staff to clean the resident's heel 
with wound cleanser, apply Medihoney, then wet-to-wet, cover with dressing daily for left heel wound.A 
Health Status Note on 08/05/25 at 11:27 AM, documented the nurse discussed with R1's representative that 
R1 was to have a wound vac placed on his left heel. R1's representative stated she was okay with the wound 
vac.On 08/06/25, a Skin and Wound assessment documented R1 had an unstageable pressure wound, with 
an onset date of 05/28/25, to his left heel that measured 3.06 cm by 2.7 cm.An order with a start date of 
08/08/25 and discontinued date of 08/20/25, directed staff to clean the resident's heel with wound cleanser, 
apply Medihoney, then wet-to-dry (a wound care method used to mechanically debride wounds by removing 
dead tissue), cover with dressing daily for the heel wound. The order did not specify which heel to provide 
wound care to.A Hospice Note on 08/10/25 at 01:23 PM, documented hospice visited with R1 that day and 
the nurse requested pressure-reducing boots and wound dressing supplies from hospice.On 08/13/25, a 
Skin and Wound assessment documented R1 had an unstageable pressure wound, with an onset date of 
05/28/25, to his left heel that measured 3.05 cm by 3.9 cm.An order with a start date of 08/16/25 and 
discontinued date of 08/23/25, for wound vac to left heel 125 mmHg continuous, black sponge, until healed, 
one time only for wound.Review of R1's August 2025 TAR revealed the wound vac order was signed off as 
completed on 08/17/25.An order with a start date of 08/17/25 and a discontinued date of 08/23/25, to monitor 
wound vac every shift and ensure the battery is charged during the night for the day shift.A History and 
Physical- New Admit Note on 08/17/25 documented R1 had a pressure ulcer on his left heel, which the 
facility treated, and he had a foul odor per staff. Consultant HH documented hospice care was involved with 
R1. Consultant HH documented R1's left heel wound needed to be debrided (medical removal of dead, 
damaged, or infected tissue to improve the healing potential for the remaining healthy tissue) and that would 
be discussed with hospice.A Communication- with Resident note on 08/17/25 at 12:38 AM documented R1 
picked the adhesive tape off of the wound vac. The nurse approximated the appliance and replaced the 
adhesive. R1 complained of anxiety and stated his pain was managed at that time.A Care Plan Note on 
08/21/25 at 02:31 PM, documented the facility held a care plan meeting with R1, hospice, R1' representative, 
and facility staff. R1 was up for most meals and on a supplement. Hospice discussed with R1's 
representative that R1's wounds would not heal, and R1's representative agreed to have the wound vac 
discontinued.An order with a start date of 08/22/25 and discontinued date of 08/29/25, to cleanse left heel 
with wound cleanser, pat dry, skin prep wipe to periwound, sprinkle crushed metronidazole (antifungal 
medication) onto a calcium alginate (dressing which forms a soft, gel that absorbs when it comes into contact 
with wound exudate) pad and place over wound bed, cover with abdominal (ABD) pads and rolled gauze 
every Monday, Wednesday, and Friday for unstageable pressure ulcer of left heel.An order with a start date 
of 09/01/25, to cleanse the left heel with wound cleanser, pat dry, skin prep wipe to periwound skin, sprinkle 
crushed metronidazole onto a calcium alginate pad and place over wound bed, cover with ABD pads and 
rolled gauze every Monday, Wednesday, and Friday related to an unstageable pressure ulcer of the left heel.
On 09/03/25, a Skin and Wound assessment documented R1 had a stage one [NAME] Terminal ulcer (KTU- 
a pressure-based injury that can develop quickly and is often a sign of terminal illness or impending death), 
location not set, that developed 05/28/25, and measured 3.42 cm by 2.53 cm.On 09/10/25, a Skin and 
Wound assessment documented R1 had a stage four left heel pressure ulcer that measured 2.59 cm by 2.28 
cm.On 09/17/25, a Skin and Wound assessment documented R1 had a stage four left heel pressure ulcer 
that measured 2.57 cm by 2.02 cm.On 09/17/25 at 12:29 PM, R1 sat in his Broda chair (specialized 
wheelchair with the ability to tilt and recline) in the dining room. R1 wore bilateral heel protector boots.On 
09/22/25 at 12:11 PM, R1's representative stated the facility had notified her about R1's left heel wound the 
first week of August. She stated she was unaware he had a sore until that point. R1's representative stated 
the facility wanted to put a wound vac on his left heel, and she knew that the wound had to have been there 
a while if it needed a wound vac. She stated that it was the first time they had reached out about R1's wound.
On 09/17/25 at 01:20 PM, Administrative Nurse D stated R1 had heel protectors prior to going on hospice, 
and the Kardex (nursing tool that gives a brief overview of the care needs of each resident) should tell CNAs 
who needs heel protectors.On 09/17/25 at 03:10 PM, CNA M stated residents at risk for pressure wounds 
were those who were prone to being in bed, had heavy incontinence, or someone refusing cares. He stated 
he watched for signs of breakdown. CNA M stated the Kardex had prevention interventions in it and heel 
protectors would be on the Kardex. CNA M stated if he found a new skin issue, he reported it to the nurse or 
Administrative Nurse D. He stated he prevented skin issues with R1 by providing incontinence cares, 
checking him every two hours, repositioning R1, off-loading R1's feet, and, when in his Broda chair, leaning 
him back. CNA M stated he remembered back in June (2025), R1 had a DTI he noticed when getting R1 out 
of the recliner. He stated he was not sure if R1 had any heel protectors on his feet at that time. CNA M stated 
he did not know if R1 used heel protectors when the wound occurred, but knew he had heel protectors at the 
time of the interview.On 09/17/25 at 03:21 PM, Licensed Nurse (LN) G stated residents at risk for pressure 
wounds were those who had a weight decline, recent dehydration, any redness starting, were in bed more 
than usual, or had an acute illness. She stated the care plan should tell nursing any special interventions that 
were in place, such as repositioning every two hours, barrier creams, and heel protectors. She stated the 
CNA's Kardex would say if a resident used heel protectors. LN G stated if a provider ordered suspension 
boots, the order was placed in the computer and would go in the TAR for the nurses to sign off on. She 
stated any new skin issues were reported to the nurse, and the nurse did a skin assessment and then 
reported any changes to the provider for any new orders. She stated she reported any new change to the 
provider. She stated R1's left heel wound started out as a small opening, then it opened up. LN G stated the 
provider prescribed orders, made several changes, including adding a wound vac, then the facility 
discontinued the wound vac in agreement with the family. LN G stated R1 did not have an order in PCC for 
nurses to check on heel protectors. She stated she was not sure when the heel protectors were ordered.On 
09/17/25 at 03:33 PM, Administrative Nurse D stated staff knew who was at risk for pressure wounds 
through communication and tasks for charting. She stated if a provider ordered suspension boots, she made 
sure the facility had them, and she put the order in PCC. Administrative Nurse D stated she expected the 
nurse to notify her of any new skin issues then notify the resident's representative and their provider. She 
stated R1's left heel wound started out as a DTI, and he had a treatment in place. She stated R1 did not 
have an order for heel protectors at that time. Administrative Nurse D stated she was not sure if the 
suspension boots were ordered by Consultant GG on 06/09/25 because if the order was not put in the 
computer, then she did not get notified of a new order. She stated she expected staff to document any 
notifications to the provider and family.The facility's Transcription of Orders/Following Physician's Orders 
policy, last revised 05/18/24, directed upon receiving a physician's order via telephone, fax, written order, 
verbal order, transcribed order, or other, the facility documented the order in the resident's EMR in the orders 
section.The facility's Pressure Injury Prevention and Management Policy, last revised 05/18/24, directed the 
facility established and utilized a systematic approach for pressure injury prevention and management, 
including prompt assessment and treatment; intervening to stabilize, reduce, or remove underlying risk 
factors; monitoring the impact of the interventions; and modifying the interventions as appropriate. The policy 
directed the facility implemented evidence-based interventions for prevention for all residents who were 
assessed at risk or who had a pressure injury present. Basic or routine care interventions included but were 
not limited to: redistribution of pressure; minimization of exposure to moisture; and providing appropriate, 
pressure-redistributing support surfaces. The policy directed the facility to document the interventions in the 
care plan and communicate the interventions to all relevant staff.
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